with fly ash produces the development of silicotic granuloma with reticulin and collagen fiber formation in lungs, and it demonstrated that fly ash exposure can significantly modify the development of a silicotic pulmonary reaction.
Development of silicosis is well known to be a serious health hazard whose parameters have been reasonably well established in men who were exposed to silica dust by engaging in a variety of occupations involving generation of air-borne quartz particles encountered in the workplace.6-8 Sporadic outbreaks still occur, most frequently in sandblasters and tunnel high-power drillers of tunnel rock. It occurs within 5 years of the onset of exposure. It can also occur as short as 6 to 8 months.9 The disease is often rapidly progressive, with death caused by respiratory failure.
Our patient was exposed to fly ash and dusts rich in free silica only about 2 weeks ago prior to hospital admission. His clinical course was marked by a progressive dyspnea, hypoxemia, and paroxysmal cough without constitutional symptoms. However, he did respond well to the corticosteroid therapy and was discharged home subsequently.
It Emergency intubation and fiberoptic bronchoscopy were performed that revealed nearly complete occlusion of the LMB at the anastomosis by a plaque of gray-white material overlying the area that had been photocoagulated with the YAG laser. The plaque was fairly solid and was removed in one piece using alligator biopsy forceps inserted through the bronchoscope. Ventilation and oxygenation improved immediately allowing for extubation within an hour after this procedure.
The plaque was gray-white with a smooth, slightly irregular surface (Fig 1) . Histologic examination revealed a loose fibrin mesh with myxoid appearance infiltrated by acute inflammatory cells (Fig 2) . The appearance of this fibrinomyxoid plaque was uniform throughout and no areas of organization suggesting chronicity were seen.
DISCUSSION
The Nd:YAG laser was introduced for use in bronchoscopy in 1981 primarily as therapy to relieve obstruction of the trachea and major bronchi.'2 Clinically significant stenosis at the bronchial anastomosis occurs in approximately 10 percent of our lung transplant recipients. More than 20 of our lung transplant recipients have been treated with Nd:YAG laser resection for bronchial stenosis, always with immediate resolution of the offending airway obstruction. This is our first case of an acute occlusion of the airway by a fibrinomyxoid plaque following laser ablation of scar tissue at a bronchial anastomosis.
Complications after laser therapy include hemorrhage, pneumothorax, perforation, and hypoxemia.' [3] [4] [5] The complication rate has been 9 percent with bleeding and pneumothorax being the most frequent problems. probably common to any laser thermal injury. Why this material organized itself into an occluding plaque is less certain. Because the exudated serum and inflammatory cells were able to organize into a solid mass implies that stasis of this material was allowed to occur. While mucociliary clearance is impaired in all lung transplant recipients at all times after lung transplantation,6'8 this mechanism alone cannot explain the formation of this occluding plaque because we should have observed such plaque formation in other lung transplant recipients on whom we have performed this procedure. Our best guess is that the combination of impaired mucociliary clearance, decreased cough due to decreased contractility of the left hemidiaphragm, and possibly a more exuberant or differently composed exudation of serum proteins and inflammatory cells due to the underlying sarcoidosis all conspired to the formation of this plaque. To our knowledge, this complication in laser bronchoscopy has not been reported previously. Since use of therapeutic laser bronchoscopy for bronchial stenosis has increased, clinicians should be aware of this potential complication.
